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This visit was for the Investigation of Complaint
INO0110000.

This visit was done in conjunction with the Post
Survey Reuvisit (PSR) to the Recertification and
State Licensure Survey completed on 5/11/12.

Complaint INO0110000 - Unsubstantiated due to
lack of evidence.

Survey date: June 25, 26, 2012

Facility number: 010597
Provider number: 155657
AIM number: 200204440

Survey team:
Donna Groan, RN, TC
Avona Connell, RN

Census bed type:
SNF/NF: 89
Total: 89

Census payor type:
Medicare: 22
Medicaid: 42
Other: 25
Total: 89

Sample: 2

Kindred Transitional Care and Rehab-Harrison
was found to be in compliance with 42 CFR Part
483, Subpart B and 410 IAC 16.2 in regard to the
Investigation of Complaint IN0O0110000.
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